especially where prematurity was noted as a cause of death, and clearly some infants having a gestational age as low as 20 weeks or a birth weight of around 400 g were included in death registrations relating to infants who had been designated live born. We received 413 perinatal death certificates from 19 maternity units relating to infants born weighing over 500 g or, in the 12 cases where birth weight was not recorded, of gestational age greater than 22 weeks. Some 194 infants were live born and 219 stillborn, and 344 of these were matched to deaths recorded by the Registrar General. Inspection of the official registrations relating to the 96 registered perinatal deaths for whom we did not receive perinatal death certificates showed that 11 infants weighed under 550 g and would therefore not have required perinatal death certificates according to the WHO definition issued to those taking part in the study. This may be the explanation for some others but birthweight is not routinely recorded on current death certificates. Some 16 registered deaths occurred in a unit that, having initially agreed to take part in the study, ceased sending us certificates after the first couple of months, and eight deaths occurred at home. Almost all participating units occasionally failed to return certificates, especially in July and August.
We received perinatal death certificates for 69 infants weighing over 500 g and we could find no trace of official registration by the end of April 1980. Contrary to our expectation that these infants would be mostly stillbirths of less than 28 weeks' gestation and weighing more than 500 g only 22 of the infants were in this group. Sixteen were stillbirths of more than 28 weeks' gestation and 31 were live births. Therefore 47 deaths that according to existing legislation should have been registered with the Registrar General were not found in our search of death registrations (fig 2 then sent copies to all matemity units, along with a personal letter to all consultants and senior midwifery staff, indicating clearly the criteria for inclusion and offering guidance on completing the certificate. Information from completed certificates was transferred to punch cards for subsequent analysis.
With the co-operation of the General Register Office we examined stillbirth and death registrations for infants born during 1979, and transferred this information to punch cards for analysis. Infants for whom we received perinatal death certificates were "matched" with the statutory death registrations and information from these two sources was compared.
Results
In Northern Ireland in 1979 births in hospitals numbered 28 102.6 Domiciliary births have recently been 0-5% of all births, so that a total of 28 250 births seems a reasonable estimate. Figure 2 shows Nevertheless, despite the advantages of defining the perinatal death population more precisely and the increased information provided by the proposed new certificate, we would question the usefulness of such a document in epidemiological research. The "population at risk" is a basic concept for medical research, and the definition of this population must begin with some basic characteristic common to all members. If observations made on a particular subgroup are not related to all persons at risk then any conclusions may be of little value. As every birth is at risk of being a perinatal death, studies of deaths alone without relating these to the total birth population are of limited use. A more valuable approach to studying perinatal death would be through urgent modification of existing procedures for recording information and the development of efficient record-linkage schemes. If the latter were developed birth notification forms should be designed to record basic biosocial information on all births, and death certificates need then record only place of death, age at death, and causes of death. Stillbirths might be documented on a separate form identical to the new birth notification form but with an added facility to record the cause of death. This approach would provide basic data common to all births, live and still; would avoid duplication of information; and would allow the study of death at any age postnatally.
We conclude that the information currently collected on perinatal death needs reorganising to be of value. In the absence of comparable total birth population data we do not think the proposed new WHO perinatal death certificates would serve a useful epidemiological purpose.
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ADDENDUM
This article was prepared for publication in October 1980 and reports the situation with regard to 1979 registration of perinatal death as known to us at that time. I am now informed by the General Register Office that registrations relating to 13 of the 16 stillbirths and 26 of the 31 deaths that we had initially been unable to match have now been traced in their records.
